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Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: The Plaza at Punchbowl CHAPTER #06:1/€ 90
Addiress: Inspection Date: September 18 & 19, 2019 Annual
918 Lunalilo Street, Honolulu, Hawaii 96822

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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resdent and resident choices, including resident's level of
involvement, suppont principles of digrity, privacy, choice,
individuality, independence, and home-like environment;
and shall include sigmificant others who participate in the
delivery of services;

FINDINGS

Resident #1- Comprehensive assessment completed on
9/7/19 shows that resident is incontingnt, thus resident is at
risk for skin breakdown. Restdent also had an history of
pressure nicer on 9/14/18 although it healed on 9/29/18.
Review of curtent service plan did not inchude scheduled
skin asssssment for resident,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX | §11-90-8 Range of services. (a)(D) PART 1
Service plan.
The assisted living facility staff shall conduct a DID YOU CORRECT THE DEFICIENCY?
comprehensive assessment of each resident's needs, plan
and implement responsive services, maintzin and wpdate USE THIS SPACE TO TELL US HOW YOU
resident records as needed, and periodically evaluate results CORRECTED THE DEFICIENCY @{l
of the plan. The plan shall reflect the assessed meeds of the al&Hhg
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-50-8 Range of services. (a)(1) PART 2
Service plan.
The assisted hving facility staff shall coaduct a EUTURE PLAN
comprehensive assessment of each resident's needs, plan and
implement respensive services, maintain and update resident { USE THIS SPACE TO EXPLAIN YOUR FUTURE
records as needed, and periodically evaluate results of the PLAN: WHAT WILL YOU DO TO ENSURE THBAT
plan The plan shall reflect the assessed needs of the IT DOESN’T HAPPEN AGAIN?
resident and resident choices, including resident’s level of
involvement; support principles of dignity, privacy, choice, | Ton @ ko R U A 10 a A 3 19

individuality, independence, and home-like enviroxment,
and shall include significant others who participate in thi
delivery of services; -

FINDIN

Resident #1- Comprehensive assessment completed on
9/7/12 shows that resident is incontingnt, thus resident is a2
xisk for skin breakdown. Resident also had an history of
pressure ulcer on 9/14/138 although it healed on 9/25/18.
Review of cument service plan did not include scheduled
skin assessment for resident.
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Services.
The assisted living facility shall provide the following:

Nursing assessmen, health monitoring, and routing mrsing
tasks, including those which may be delegated to unlicensed
agsistive personngl by a currently licensed registered muirse
under the provisions of the state Board of Nursing;

FINDINGS

Resident #1 has an order of timed voiding every eight hours
on 1/17/19 due to history of UTI. However, oxder was not
carzied out and no docurmentation that the order was
discontinued,

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-90-8 Range of services. (b)(1)(F) PART 1
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RULES (CRITERIA) PLAN OF¥ CORRECTION Completion
Date
X | §11-90-8 Range of services. (}1)(E PART 2
Services.
The assisted living facility shall provide the following; FUTURE PLAN
Nursing assessment, health monitoring, and routine mursing USE THIS SPACE TO EXPLAIN YOUR FUTURE
tasks, inchading those which may be delegated to unlicensed | PLAN: WHAT WILL YOU DO TO ENSURE THAT
assistive personnel by a cunently licensed registered murse 1T DOESN’T HAPPEN AGAIN?
under the provisions of the state Board of MNursing; ] . h"
FINDINGS _ o ALY Qh'ésm O~ S TUAL bes Az 1A
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of serviges. (bY(1)(F) PART 1

Services,
The assisted living facility shall provide the following:

Nursing assessment, health monitoring, and routine nyrsing
tasks, inchuding those which may be delegated to unlicensed
assistive personnel by a currently licensed registered rurse
under the provisions of the state Board of Nursing;

FINDINGS

Regident #1- Progress note dated 8/22/18 skows resident
was readmitted back to the facility in wheelchair wearing
TED hose on bilateral legs. No docamentation to indicate
whether 2 rursing assessment or health momitoring was done
to follow-up resident’s use of the TED hose.

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




T-849 PO008/0009 F-010

|
=
(=
(A
L
o
™~
<
S
lop]
2
:

i
o
T
<
<

RULES (CRITERLS) PLAN OF CORRECTION Completion
Date
X1 | §11-90-8 Ramge of services (bXD(F) PART 2
Services.
The assisted living facility shall provide the following: FUTURE PLAN
Nursing assessment, health monitoring, and routine marsing USE THIS SPACE TO EXPLAIN YOUR FUTURE
tasks, including those which may be delegated to uniicensed | PLAN: WHAT WILL YOU DO TO ENSURE THAT
assistive personnel by a currently licensed registered nurse ] ' ? :
under the provisions of the state Board of Nursing; _ IT DOESN'T HAPPEN AGAIN & {fz.m-!r l\%
T Bz Sakoret \
FINDINGS : CAOara o, TUree; W\
Resident #1- Progress note dated 8/22/18 shows resident | % “vc\'m‘f“"“: 3 ¥ = ,
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Licensee’ s/ Administrator’s Signature: Q lu/}‘\:

Print Name: Q/\J‘&R\G AN DEHDT

Date: \CDi EL-I‘ 9
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